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Initiate opicids only after
treatment fallure?

No, Start chronic opioids when benefits
are llkely to outwelgh risks,

Physician shnu!ci anument
"comprehensive knowledge of the

_patient’s pain condition”_

Yes

Lkine drug screen only for high
risk with acute pain?

No recommendaticn for routine
urine drug testing

Yes

Consider

Yes

‘ -depends on both MED a

F_réﬁu_em;:)@ of| ur.iﬁ.e:: frir

T - range- from 1 18 f__ilh]es ayear)

Paln agreements for ALL patlents
on chronlc narcotics?

Yes

Recommend written informed consent wren

starting chrenlc eplolds, Sample "Pain
Agreement”

Consider in patients at high risk for
abuse; no recommendaticn for routine use of

Yes

Yes

Discantinue/wean oplolds if no
functional improvement

Maximum morphine-equivalent dose
befare additional screening

nfa

No recemmeandation

Yes

200 MEQ (morphine equlanalgesic dose)

N/A

120 MEQ {morphine equlanalgesic dose)

Attempt periodic wean of epioids if
functional Improvemeant?

Mo recammendation

No recemmendation

No recommendation

Psychlatry consult recommended?

Consider, at clinlcian's Judgment

Referral te paln management
specialist racotmmended for certaln
high risk conditions

Yes

Yes. Must have psych eval if combining
narcotics with benzo's, sedatives, etc

Physiclan to consuit FDMP (Prescription
drug monitoring pragram) regularly

T

NAA

Yes

N/A

|3 resalt, confirn

(Iéss expensiva); if

Advlee about driving?

No evidence to suggest that chronic
oplold use Impairs driving; wam patlents not
to drlve If they "feel impalred,”

Advise not to drive until opioid
dose stakilized




